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This visit was for the PCR (Post Certification
Revisit) to an extended recertification and state
licensure survey which resulted in an Immediate
Jeopardy completed on 4/29/13.

Dates of Survey: 6/3/13 and 6/4/13

Facility Number: 000949
Provider Number: 15G435
AIMS Number: 100244680

Surveyor:
Keith Briner, QIDP

Transitional Services Sub LLC was found to be in
compliance with 42 CFR Part 483, Subpart | and
460 IAC 9 in regard to the PCR to the extended
recertification and state licensure survey.

Quality Review completed 6/7/13 by Ruth
Shackelford, QIDP.
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